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The short history of Community Health
Centres in Australia has been a stormy one.
They have been seen as a threat by sections of
the health care professionals. To some there
is insecurity of roles and status, which can
arise from the claims of emerging professions
who are trying to establish their identities
within the health..care team. To others, liveli..
hood is threatened and health centres have
been seen as the Labor Government's first
steps towards nationalisation of Health. In
this context it is interesting to note that
regionalisation, including neighbourhood
health centres, was a policy of the New South
Wales Liberal Government long before it
became Federal policy under a Labor Govern-
ment. Questions of leadership, co-ordination
and responsibility within health centres have
also caused conflict. This has occurred at a
time of rapid change, not only in health care
delivery, but in the whole of society. It is
no wonder people are confused.
Some of the confusion has arisen because
a health centre means different things to differ..
ent people. One centre may be staffed by
doctors, either salaried or fee..for..service;
another centre may have none. In New South
Wales, some domiciliary care services have
heen called community health centres, and
some centres have a mental health component
only. Other centres may contemplate a whole
range of specialist medical services.
The Glebe Community Care Centre has de..
veloped slowly and quietly with only a little
controversy. Three reasons for this are:
1. There are no doctors practising clinical
medicine in the Centre, and every effort was
made to involve the Australian Medical As...
sociation and local general practitioners in
the planning of the Centre.
2. There were no public meetings to discuss
the Centre, and residents generally were not
involved in the planning or decision-making.
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This is consistent with the New South Wales
pattern of institution..initiated community
health programmes, in contrast to Victoria,
where more programmes are initiated and
controlled by residents in the different com-
munities.
3. There was no duplication of, or competition
with, existing services. The existing nurses
from the Sydney Home Nursing Service be..
came the Centre's nurses. They joined the
existing Community Mental Health Team from
Callan Park Psychiatric Hospital. The general
practitioners' primary care role remained un..
touched and they had direct access to all
services provided by the Centre.
The first two points have been criticisms
of our Centre and have been the basis for
many debates.
The starting point for a community care
centre must be the needs of the community.
A new building with lots of enthusiastic health
professionals is no use to people who neither
need nor want it. A slow, flexible growth in
response to needs, and use of the community's
existing resources, has been our aim at Glebe.
The Centre began three years ago with a
staff of seven, using four small rooms in
part of the Glebe Annexe of Balmain Hospital.
Today there is a clinical staff of fifteen, each
with their own office or treatment area. There
is also a research and teaching component.
STAFF AT THE GLEBE COMMUNITY CARE CENTRE
Clinical Team
I Secretary·Receptionist
3 Community Nurses
2 Physiotherapists
I Occupational Therapist
2 Social Workers
1 Clinical Psychologist
I Psychiatrist (part-time)
2 Mental Health Workers
1 Dietitian (part-time)
I Community Worker
Teaching and Research
1 Director-Research
I Teaching Co-ordinator
1 Research Assistant
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1 Librarian
1 Secretary
1 Co-ordinator } shared with
1 Medical Records Librarian Newtown Community
1 Speech Therapist Care Centre
The area served by the Centre is Pyrmont,
Ultimo, Glebe, Forest Lodge and Annandale,
an inner-city area with an approximate popu-
lation of 25,000.
At the Glebe Community Care Centre, we
aim to look at people's problems broadly, as
well as from our individual professional
points of view. We must understand firstly,
the whole range of people's needs, and second-
ly what resources there are to solve problems
that they may present. It is felt that the best
way to achieve this aim is by having a small
team of health professionals to provide ser-
vices to a defined area. Dr. Pigott has dis-
cussed the team approach.! I will describe its
day..to-day function.
COMMUNICATION
Communication is vital, and most of our
activities can he described under this head-
ing. In order to do our work, we have to
communicate well with the team, the commun-
ity, the general practitioners and community
agencies, and the large institutions - Royal
Prince Alfred Hospital, Callan Park and
Broughton Hall Psychiatric Hospitals, Royal
Alexandra Hospital for Children and the Bal-
main HospitaL
The Team
Some ways in which we ensure communi-
cation with the team are:
(i) Using problem oriented records. These
records help us to identify patients' problems
and formulate plans of action. The team
member who first sees a patient is responsible
for compiling a problem-oriented record, in
which all team members record their plans
and action. The record consists of a Data
Base of all basic information about the patient
- test results, medication, social background
and other appropriate details; a Problem List,
where problems (rather than diagnoses) are
identified using the Data Base, and numhered;
and Plans and Progress, which are written be-
side the number of the problem by the person
or persons dealing with that problem.
lSee page 32.
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(ii) Weekly case review. At the weekly case
review, we present new patients to the rest
of the team and plan joint management when
appropriate. Where the problem is straight-
forward and specific to one profession, as
are many of the physiotherapy ones, the pre-
sentation is very hrief. On-going problems are
also brought up for discussion. All local
general practitioners are free to attend and
some take the opportunity to discuss difficult
management prohlems.
(iii) Unilerstanding each other's roles. Roles
must be understood and agreed upon in two
areas. Firstly "professional rivalry" can often
result in poor management of a patient. We
are all familiar with occupational therapy/
physiotherapy clashes about Bobath, splinting
and relaxation therapy. Where roles overlap,
work areas have to he sorted out by the staff
concerned, and a co...ordinated treatment plan
agreed upon. At Glebe, this is done at the
case review. Secondly, our patients cannot
benefit from the skills of another team member
if we don't understand these skills. An ex-
treme example of disregard of another's skills
is the story of someone jumping from a hal-
cony and ending up in an orthopaedic ward
where no one thinks to ask a social worker
or psychiatrist to see them.
(iv) Formal lunch-hour meeting. Two are
held each week, one to discuss administration
of the Centre, the other for our continuing
education. We invite guest speakers, other
agencies, or discuss our own roles at the
latter meeting.
(v) Informal getting together. "Drinks after
work" have always heen a part of our team's
function.
The Community
(i) Community Worker. A Bachelor of Arts
graduate in Anthropology doing a survey in
Glebe for the Glebe Community Care Centre
became aware that the majority of Glebe
residents did not know about existing com-
munity resources and facilities. In particular,
they did not know about the existence of the
Glebe Community Care Centre and the few
who did, knew very little about what services
it offered. The position of the Community
Worker, with anthropological training, was
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created to fill in this gap and to facilitate
communication and use of resoures within
the community and to act as an information
link between the community and the team.
(ii) Community Action. Staff from the Centre
are involved with local action groups such
as the Australian Assistance Plan group, a
community resource centre, a food co-oper..
ative, a monthly street stall, and so on.
(iii) Schools and Pre..schools. We have
approached teachers and principals of all
schools, pre-school centres and kindergartens
in our area to discuss their problems. As a
result, services are provided to schools, either
on a regular basis or on demand. The staff
most used are the nurses (basic health prob-
lems) , the clinical psychologist (behavioural
problems in the class-room setting) and the
speech therapist (a significant proportion of
the school..children have retarded speech de-
velopment) .
(iv) Large employing bodies. Personnel man..
agers from Grace Brothers, Kodak, Max.
Factor and other firms have met with staff to
discuss our services and have often advised
employees to seek advice from Qur Centre.
The occupational therapist talks frequently
to foremen and forewomen about patients
with employment problems. Several smaller
employers have, on our advice, asked the
Department of Labour and Industry to talk
to them about lifting, working postures, etc.
(v) Volunteers. A number of residents, some
of them patients at the Centre, have formed
th~mselves into a group of volunteers who
provide invaluable service. Most of them are
either young mothers, rniddle..aged women or
retired men and women. They visit house-
bound or isolated people, take disabled or
old people shopping, to the hairdresser, to
hospital appointments, etc., supervise the day
centre and ~iversional activities, organize
occasional concerts, bus trips for pensioners,
and mind children.
(vi) Community Centres. Advice or service is
provided to a retirement village, a disabled
people's home, a psychiatric half-way house,
local pensioners' club and the local welfare
centre.
General Practitioners, Community Agencies
(i) Inter..agency meetings. Once a month,
all agencies providing se:r;vices in the area
have a meeting to discuss problems, services
and future plans. This enables them to know
what services are available and what services
are still needed. In this way, duplication of
services is avoided. This meeting is attended
by one of our social workers.
(ii) Direct service to general practitioners
and community agencies. General practitioners
in the area use our services most frequently,
next are the Baby Health sisters, local Welfare
Officer (Department of Youth, Ethnic and
Community Services), government housing
agencies, nursing homes and the Australian
Legal Aid Office.
(iii) Progress Reports, Visits. Frequent con-
tact is made with general practitioners and
other providers of services, both by phone
and by their attendance at meetings or
lectures. Progress or discharge reports are
sent to general practitioners or referring agen·
cies about their patients.
Large Institutions
There are five large hospitals in the area
- Royal Prince Alfred Hospital, a teaching
hospital associated with Sydney University,
Callan Park and Broughton Hall, both state
psychiatric hospitals, Balmain Hospital and
Royal Alexandra Hospital for Children.
(i) Ward rounds. All people who live in
Glebe Community Care Centre service area
and who are in-patients in any of the above in..
stitutions (except the Royal Alexandra Hos-
pital for Children) are seen by Glebe staff
on a weekly basis. The aims of these ward
rounds are to co-ordinate treatment in the
community with treatment in the institution;
to facilitate early discharge; to plan dis..
charge and followooup; to maintain continuity
of treatment; and to increase ward staff's
awareness of community services.
(ii) Use of specialised services. Glebe staff
can refer directly to many of the specialised
services provided at these institutions, e.g.
Rehabilitation Unit, splint..makers, surgical
shoe..makers, occupational therapy workshop.
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Problem
(iii) Social Problems, Social Isolation. In the
course of physiotherapy treatment, one can he-
come aware that a person is lonely or hored
or has skills that they would like to be using.
As a result of their initial referral to physio-
therapy, some people are now volunteers, or
are included in day centre or diversionaI
activities.
Private practice physiotherapy has been a
primary service in the community for many
years. Offering the service as part of a com~
munity care team is an important new de-
velopment. Although physiotherapy tends to
be the most independent service in the Centre,
its relationship to the other services is of
great importance in three areas.
(i) Domiciliary Care. A lot of planning and
cOlOordination with the nurses, the occupational
therapist, the social workers and the patient's
family is necessary. This can occur at the
treatment level or on a consultative basis. Joint
home visits are also made.
Finally, two issues concerned closely with
community health centres, which I wish to
mention briefly are prevention and depen-
dency.
( ii ) Mental Health. A significant number of
people complain of physical problems when
the real basis is emotionaL The physio-
therapist can try to encourage them to seek
further help from other staff. This requires a
lot of sensitivity, and the delicate balance in
the relationship between physiotherapist and
patient can easily he upset. It also presents
a dilemma. If a person doesn't want to he
confronted with a problem he is denying, we,
as physiotherapists, have no right to force a
confrontation when the person has come to
us, in confidence, expecting a physical treat-
ment. There are several examples of people
who have come to physiotherapy with prob..
lems of this type, who have been discharged
and later have broken down and been treated
by the mental health workers. In most cases,
however, either we are able to refer success-
fully on to the mental health team, or to
manage the problem ourselves in consultation
with the nlental health team.
Problems Presented by Patients to the Glebe
Community Care Centre,
October to December 1974
Frequency per
100 problems
9.7
9.0
7.8
7.3
7.0
6.4
4.6
4.4
4.1
3.8
3.8
3.8
2.9
2.9
2.6
2.3
2.3
2.3
1.7
1.5
1.5
1.5
1.5
1.2
0.9
0.6
0.6
2.3
*Joint disease
Anxiety/ Depression
Supervise medical condition
Marital/Family problems
Finance
~ ISpinal disease (including back pain)
*Chest disease (respiratory)
A.D.L. (including inability to care for self)
*Fractures
Alcohol
Accommodation
Employment
Dressings
Personality disorders
Behaviour - Child
Social isolation
Ischaemic Heart Disease
Schizophrenia
Obesity
Diabetes
Congestive Cardiac Failure
Drug Dependence
Speech Retardation
*Cerebro vascular accident
Retardation
Organic brain syndrome
Hypertension
Miscellaneous problems
* = Physiotherapy prQblems.
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(iii) Frequent consultation. Frequent con·
sultation occurs between Glebe staff and all
departments in the above hospitals. Staff at
Glebe also maintain close contact with their
own profession in these hospitals.
PHYSIOTHERAPY IN GLEBE COMMUNITY
CARE CENTRE
Two physiotherapists are employed. Service
is provided in the department, on a domicili-
ary basis and to a small local hospital. The
physiotherapy department is fully equipped to
provide all out..patient treatments.
Referrals to Services at the Glebe Community Care
Centre January to March 1975
Referred by All Services Physiotherapy
General practitioners 51.9% 89%
Hospitals 24.1% 11%
Self 12.3%
Other agencies 11.70/0
Domiciliary Care
51.1% of all Glebe Community Care Centre contacts
are home visits.
19% of all physiotherapy contacts are home visits.
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PREVENTION
Professor R. Andrew, Professor of Medicine
at Monash University, said about this complex
issue:
"Preventive medicine at all levels - nation-
al, community, and individual - needs far
more emphasis for improving the quality
of living, indeed for the continuation of the
human race. If rising CO2 levels do not
distantly ring down the curtain; if present
aggression can be controlled and man does
not commit the final folly of the homb;
there still remains the increasing danger, as
population and urbanisation increase, of a
frightening incidence of abnormal be-
haviour such as has been experimentally
demonstrated in over..crowded animal pop-
ulations."
function. The possible role of community
health centres in prevention is far wider than
this, and we are currently extending our pre-
ventive function.
DEPENDENCY
There has been a lot of criticism of com..
munity health centres offering free services,
and thereby opening the flood gates to a crowd
of people who will become dependent on those
centres. My own feeling is that dependency
is often created by the health professional,
rather than the patient. It can be created by
the doctor who says to the patient, "Go to the
physio. She'll fix you up. They can do wonders
these days", instead of explaining a chronic
condition to him. It can be created by pro-
Age of Patients
20%
%
patients 10%
0% ""'-- --'-_""'--...... --'"_"""'--"""""'--0..__
o 15 25 35 45 55 65 75 85 95 100
Age
All Services
Prevention in its broadest sense should be
concerned with social change. In a much
narrower sense, prevention can be practised at
an individual leveL It is at this individual
level only that we practise prevention at Glebe.
Counselling of patients and families, regular
follow-up of patients with chronic illness, day
centre activities for the isolated, mothers'
groups, anti..smoking groups, fitness groups,
checking immunisation status of children are
some of our activities with a preventive
o 15 25 35 45 55 65 75 85 95 100
Age
Physiotherapy
fessionals either with dependency needs of
their own, or who automatically do routine
treatments without assessing the real needs
of the patient, or explaining their condition
to them. In any community, there are some
people who will always he dependent. Our
aim at Glebe is firstly to help them be as
independent as possible, and secondly, if they
must be dependent, to get them dependent on
the resources of their own community rather
than on staff at the Centre.
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